The peritoneal cavity contained 900 ml of straw coloured fluid and there was a generalised serositis of the infracolic compartment. The liver was normal and apart from inflammation of their covering serosa, the appendix, uterus and fallopian tubes appeared normal. There were widespread tenacious adhesions between adjacent loops of small bowel with adhesive obstruction of the mid ileum. Peritoneal fluid was submitted for routine bacterial culture whilst swabs from the fallopian tubes and cervix were sent for routine culture and the isolation of chlamydia. The obstruction was relieved, appendicectomy was performed and the peritoneal cavity was lavaged with a solution of tetracycline (1 gm/l).
but Chlamydia trachomatis has also been implicated.5 Neither perihepatitis, salpingitis or pelvic inflammatory disease are invariably present. 5 There have been two reports of generalised peritonitis caused by chlamydiae.56 The detection ofchlamydial antigen in the fallopian tubes and the high titres of antichlamydial antibody noted in our patient are highly suggestive that the peritonitis was caused by chlamydia. 7 We believe this is the first report of adhesive obstruction of the small bowel caused by chlamydial 
